IN RE STRYKER REJUVENATE SUPERIOR COURT OF NEW JERSEY
HIP STEM AND ABG Il MODULAR LAW DIVISION: BERGEN COUNTY

HIP STEM LITIGATION
MASTER DOCKET NO, BER-1.-936-13

CASE NO. 296

PLAINTIFE’S PRELIMINARY
DISCLOSURE

Instructions: Please provide the following information for each individual plaintiff on whose behalf a claim is being
made relating to implantation of the Stryker Rejuvenate and/or Stryker ABG 11 Hip System. When providing names
and addresses please provide the full name and full address, including street number, street name, city, state and zip
code. The completed Plaintiff’s Preliminary Disclosure Form shall be served on Defense Counsel and Plaintiffs’
Liaison Counsel and SHALL NOT be filed with the Court.

Yes [ | No [ ]

IRight [ | Teft I ] Both [ I (checkone)

| (Fill put the information below for each 1mplant surgery. Add additional sheets as needed.)

Identlfy Implanted _ roduet at Rejuvenate L]
. ABGII []
=Ser1al Code/Catalog No./ Lot _ Ser1al Code/Catalog No / Lot
’No of Implanted Products 'j:::'_ No. of Implanted: Products
' (Stem and Neck) at lssue
Date of hnplantatron
Name and Address: of
Implantmg Surgeon
E_Narne and Address of S Name and Address of
f_-Hospltal or. Clrnlc Where g Hospltal or Clinic Where .
3_-'lmplant Surgery Performed: Implant Surgery Performed:

' *ATTACHRECORDS ESTABLISHING PRODUCTIDENTIFICATION AND PAGES WITH SRR
- MANUFACTURER/PRODUCT STICKERS FOR EACH PRODUCT IMPLANTED * =~ =




' (If Yes, fill out information below, if No, skip to Section III-B.)

nght [ ] Left [ ] Both D (check one)

ut the _mformatwn beiow _for each

101’1 surgel

Add addltlonal sheets

Date of. Revlsm

Name a,nd Address of
Rev151on Surgeon

Name a.nd Address of &

'-.Hosp1ta1 or C11n1c
‘Where Rev151on
Performed::

:_Manufactu.rers and
‘Sizes of Replacement
%Dthlce(s) R

‘Are Youin - Yes |:| No []

Possessmn of
Explant?

1 Yes

[ ] No

:Locauon.q_f-Explent:. .

| f Yes, fill out information below, if No, skip to Section IV.)

" Right [ Teft [J Both [] (check one)

| (Fill out the information below for each scheduled revision surgery. Add additional sheets as

.Date Ofscheduled Y1510 Bl

Revzsmn’ B

Name and Address of o
Scheduled: Rev151011 L
Surgeon: -

Name and Address of
Hospital or Clinic =

‘Where Rev131on 1s
‘Scheduled to be

Performed:




If yes, identify. here
~conducted 4
'_-If yes, hst Wthh :
Teports are available:
If yes, 1dent1fy Where"-:.
-conducted S
If: yes list whlch .
reports are avaﬂable’ ]
Ifyes, please provide; -

. Name and Address of
o 5. No [] Doctor "

-_Date_(s) O_f Discussion:
All Individuals Present '
Durmg Dlscussmn(s) :
Medical Condmon(s)
3Preventmg Surgery:

Is. Condition Permanent_"'

: S or Temporary? = .
_.Have you "had any other h1p | Yes [ ] |Ifyes, please prov1de

:."su:gery post-revzsmn (not - f-_; Date(s) of Addmonal
identified) that you claim is | No [] Surgery(1es)
rel: ed-_to the 1mp1antat10n or Name and Address of

; Surgeon Who
Performed: S
Name and Address of
fHosprcal or Clinic
‘Where Performed:
Condition(s) T-_reated=

Other than the revision hlstory ~| Yes || | Ifyes, please describe: -
set forth above, if appllcable | I S
and any alleged painand -
suffering leading to or .- i
5assoc1ated with the. rev1s1on(s) :
_'a.re you: clanmng any: other:
specific: res1dua1 mJury(ws)




